There is no consensus opinion on whether or not cognitive impairments are found in the Silver-Russell syndrome. An investigation of a substantial sample was undertaken, using standardised assessments, in 20 boys and five girls aged 6*0 years to 11-8 years. Mean (SD) birth weights were -2*65 (0.95) SD 
In 1953, Silver are almost always present. Tanner et al have argued that it is probably a distinct condition from non-specific intrauterine growth retardation.5 It is characterised in particular by the presence of distinctive craniofacial features (small triangularly shaped face with relatively large forehead and small chin, downturned corner of the mouth sometimes known as a 'shark's mouth' appearance, and low set ears). Limb asymmetry, clinodactyly, and excessive sweating lend support to the diagnosis. There is no catch-up posmatal growth, so that affected children remain short and very lean through to middle childhood. Growth hormone deficiency may coexist. There are no sex or race differences in prevalence. The aetiology of the intrauterine growth impairment and the dysmorphic features is unknown.
While the physical development of affected children has been studied in detail,5-7 their cognitive development has received much less attention. Reports in the literature are inconsistent, and most are based upon clinical impressions. There do not appear to be any published reports of cognitive abilities based on formal measurements. Silver concluded in his review of 29 cases that 'significant mental retardation' occurred more often than would be expected by chance.3 In the series ofTanner et al, the intellectual abilities of 11 children were found to be within the normal range.5 In a sample of 15 children described by Saal et al, six of them were found to have either specific developmental delays (especially in the area of language) or frank mental retardation.6 Yet Patton has expressed the opinion that 'normal IQ is the rule'.4 Impairment of motor development has also been reported, and is usually attributed to an age inappropriate lack of muscle bulk and power.
We hypothesised that, similar to reported samples of low birthweight children, the cognitive abilities of children with Silver-Russell syndrome were likely to be impaired. Were this to be the case parents could be advised about the possibility of learning difficulties, and hence the potential need for extra educational provisions.
Subjects and methods
The Child Growth Foundation (a charitable organisation for families with children with growth problems) and the growth clinics of two university teaching hospitals were approached for the names of children who had been diagnosed as having the Silver-Russell syndrome. A total of 30 families were contacted of whom 25 agreed to take part. Eighteen were recruited from the former source and seven from the latter. Those who did not agree did not differ from the remainder in terms of demographic indices, on the basis of available information. The inclusion criteria for the recruitment of subjects were as follows. Firstly, the diagnosis of Silver-Russell syndrome was made when three out of the following five diagnostic features were present: (i) low birth weight (at least 2 SDs below the population mean, adjusting for maternal stature, gestation, ordinal position of the child (first or other born), and gender according to the method of Tanner and Thomson8); (ii) short stature at the time of the original diagnosis (height for age at least 2 SDs below the population mean9); (iii) a characteristic craniofacial appearance as described by Russell2; (iv) limb or body or facial asymmetry; and (v) clinodactyly. Secondly, the age range was restricted to those between their sixth and 12th birthdays, in order to achieve sufficient homogeneity to allow the assessment of all subjects with the same instruments. with n-1 degrees of freedom.
Results

DEMOGRAPHIC FACTORS
The sample consisted of 20 boys and five girls. Their mean (SD) age was 8-75 (1.7) years. All were white except one (case 11) who was of West Indian parentage. Twenty two (88%) of the children were living with both biological parents. The remaining three were living with, respectively, a widowed mother (case 5), adoptive parents (case 11), mother and stepfather (case 14). Assessment of social class, based on father's occupation'6 gave the following distribution: eight (32%) were in managerial or professional occupations, three (12%) in assistant professional/clerical occupations, nine (36%) in craft/personal/sales related occupations, two (8%) worked as plant operatives, and two (8%) were unemployed. Eighteen (72%) of the families had purchased their own properties, seven (28%) were in rented municipal housing. 
CONCURRENT MEDICAL DIAGNOSIS
The results of investigations of growth hormone status was available for 18 of the children, four of whom were found to have concomitant growth hormone deficiency. Of these four children, one also had cutaneous neurofibromatosis (case 13), one had congenital heart disease and one had an orl-antitrypsin deficiency (case 17). The children who were subsequently treated with growth hormone (n= 15) and those who were not (n= 10) were similar in age when their diagnosis was made, and had similar standardised This study highlights important deficits in the cognitive abilities of children with the Silver-Russell syndrome, whose IQ scores are positively correlated with their growth in head circumference. A substantial proportion require remedial educational provisions.
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